it end-to-side to the rectal stump, an operation which I like to call the 'hangman's loop'. The reasons for preferring this method may be summarized as follows:
(1) Possible increase in capacity of the rectum.
(2) Possibilities of a wider anastomosis and fewer chances of ileitis from obstruction at the suture line. (Young surgeons often do not realize that diarrhoea and not constipation results from subacute small bowel obstruction.) (3) There is no blind end to give rise to secondary troubles.
(4) This operation, being done in one stage, gives no mucous fistulb requiring a second or third operation for closure.
The anastomosis is done about a half to one inch above the bottom of the pouch of Douglas. The rectum is mobilized in its upper part and the anastomosis is done where the rectum has peritoneum round about half its anterior circumference. It is important not to go too far down at the back and sides; the lateral ligaments are not divided. Meticulous cleaning of the posterior wall, tying all the vessels in the mesorectum, makes the suturing more accurate, which I do by a single layer of interrupted No. 40 cotton sutures. A flap of peritoneum is fashioned from the posterior wall of the bladder in order to bury the anastomosis rather as one does for anterior resection of the rectum though, in this case, not so low down. Although leaks occur in anterior resection of the rectum none has followed ileoproctostomy. A few side sutures close the space beneath as small bowel might easily protrude underneath this area, giving rise to a 'post-space obstruction' analogous to lateral space obstruction in colostomy. It is important to get the small bowel round the correct way and, when viewed from above, it should look like a letter 'P' and not like a figure '9'. If it goes the other way round, there seems to be a tendency for a progressive volvulus of the whole of the small intestine. I have done this and had to undo it and reverse it.
It often takes many months for the number of bowel actions to lessen and for residual proctitis to clear. I often continue, not only with methylcellulose and codeine phosphate, but intermittent courses of sulphasalazine and prednisolone retention enemata. One or two patients have gone on with this regime for months and years with 6-9 stools a day and sore buttocks. These are the cases hovering on the brink of conversion who cannot make up their minds. Looking into the history, it would seem that they have had the disease for many years and have probably come to surgery with an acute relapse or for persistent chronic symptoms. The more successful are those who have had one or more severe fulminating attacks. It does not seem to matter much if the rectum is involved or not; the duration of the disease rather than its intensity or extent seems to be more important.
I have in the past perhaps been over-cautious in adopting surgery for ulcerative colitis, often referring the patient back to the physician but I think, in future, I shall be more willing to operate. The rectum can, as Aylett (1956 Aylett ( , 1963 has so forcibly stated, recover in many cases.
I am impressed how the last 4 to 5 inches of the rectum improves the consistency of the stool, compared to the fluidity of the ileal reflux in ileostomy which, even after many years, is never better than a thick porridge. Those who have an ileoproctostomy, say, for diverticulitis or some other disease with a normal rectum, usually manage to have one or two formed bowel actions. It would seem that the lower two-thirds of rectum is worth preserving whenever possible. We must thank Aylett for preaching this gospel. Many consider that he has overstated the case, but I think some way ofselecting cases along these lines has something to commend it.
There is always the risk of carcinoma of the rectal stump but so is there of being knocked down when crossing the road. An additional factor to the credit side is the freedom from sexual disturbance following hitch-up operations which, in the relatively young, is a great consideration.
I think we must give this careful consideration. Both ileostomy and ileoproctostomy have their place and we must find out where their application lies. The final decision is best left to the time of actual operation, ileoproctostomy being the procedure of choice until the findings of severe peri-proctitis prove is unsuitable. Only then should ileostomy be resorted to.
An Immunological Approach to Tumour Therapy M 0 Symes MD (Bristol Royal Infirmary) Woodruff & Symes (1962) found that the growth of isogenic tumour transplants in mice could be markedly retarded by sublethal whole-body irradiation followed by injection of immunologically competent cells from mice of a different strain. Woodruff & Nolan (1963) extended this technique to man.
Further work on these lines, wherein, in collaboration with Professor A G Riddell, a method has been devised for the preservation of human spleen cells at -196°C in the presence of dimethyl sulphoxide, prior to their elective clinical use, was described. Stools fluid with no blood or mucus. Hb 60%. ESR 79 mm in 1 hour (Wintrobe). Barium enema showed loss of haustration. Sigmoidoscopy: normal mucosa to 20 cm. Progress: Condition settled quickly. Similar but less severe episodes in 1948 and 1950. Symptoms have persisted on and off since. Now has 5-6 unformed motions a day, mostly in the morning. Frequent feeling of abdominal discomfort. Worst aspect is urgency of defecation. Present investigations: Hb 79 %. Normal differential white cell count. Normal electrolytes. Barium enema: multiple colonic strictures and stenosis of ileocecal region (Fig 1) . Sigmoidoscopy showed fibrosis and scarring at anorectal ring, and at pelvirectal junction with normal looking mucosa between. Biopsies were taken of the junction and of the normal-looking rectum. Histology: Pelvirectal junction: acute and subacute ulcers floored by granulation tissue. No obvious giant cells characteristic of Crohn's disease. Rectum: normal mucosa showing an excess of polymorphs. Concurrent pathology: Dysphagia since 1959, following mild anemia. Plasma iron fluctuated between 35 and 53 ,ug in spite of iron therapy. Barium swallow showed a postcricoid web.
Intermittent claudication in 1949. Diagnosed elsewhere as thrombo-angiitis obliterans after a partial right femoral arteriectomy. When seen at the Bristol Royal Infirmary in 1954 was found to have left common iliac and femoral blocks with early gangrene of toes. A left sympathectomy Advanced cancer of the colon, with particular reference to the inflammatory factor, was the title of a Hunterian Lecture in May 1955 (Cooke 1956) . A further group of cases was reviewed, two particularly long-term survivors being described in detail. One, a woman who had originally presented with an extensive abscess in the flank, had died recently of a cerebral hemorrhagetwenty-one years later. Another, who was shown at the meeting, had been admitted nine years before; he was then gravely ill with a high fever
